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Abstract
Background: Meeting the needs of the growing number of older people is a challenge for health and social care
services. Home-based interventions aiming to modify health-related behaviours of frail older people have the
potential to improve functioning and well-being. Previous reviews have focused on whether such interventions
are effective, rather than what might make them effective. Recent advances in behavioural science make possible
the identification of potential ‘active ingredients’ of effective interventions, such as component behaviour change
techniques (BCTs), and intended intervention functions (IFs; e.g. to educate, to impart skills). This paper reports
a protocol for a systematic review that seeks to (a) identify health behaviour change interventions for older frail
people, (b) describe the content of these interventions, and (c) explore links between intervention content and
effectiveness. The protocol is reported in accordance with Preferred Reporting Items for Systematic Reviews and
Meta-Analyses Protocols (PRISMA-P) 2015 guidelines.
Methods/design: Studies will be identified through a systematic search of 15 electronic databases, supplemented
by citation tracking. Studies will be retained for review where they report randomised controlled trials focusing
on home-based health promotion delivered by a health professional for frail older people in community settings,
written in English, and either published from 1980 onwards, or, for registered trials only, unpublished but
completed with results obtainable from authors. Interventions will be coded for their content (BCTs, IFs) and for
evidence of effectiveness (outcome data relating to behavioural and health outcomes). Analyses will describe
characteristics of all interventions. Interventions for which effectiveness data are available will be categorised
into those showing evidence of effectiveness versus those showing no such evidence. The potential for each
intervention characteristic to contribute to change in behaviour or health outcomes will be estimated by
calculating the percentage of all interventions featuring those characteristics that have shown effectiveness.
Discussion: Results will reveal the strategies that have been drawn on within home-based interventions to modify
the health behaviours of frail older people, and highlight those more associated with positive changes in behaviour
and health. Findings from this review will provide a useful basis for understanding, developing, and implementing
behaviour change interventions in this field.
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Background
In the UK, the number of people aged over 85 years is
projected to rise from 1.4 million in 2012 to 5 million by
2050 [1]. Providing services to meet their needs repre-
sents a great challenge for health and social care services
because functional limitations [2], falls [3], and multi-
morbidity [4] are common among very old people. Frailty
has been defined as a clinically identifiable state of
increased vulnerability, resulting from ageing-related de-
clines in reserve and functioning [5, 6]. This has been
operationalised as meeting certain ‘phenotypic’ criteria,
including low energy or exhaustion, low physical activity,
slow walking speed, low grip strength, and unintentional
weight loss [7]. Among people aged 65 or over, prevalence
of frailty has been estimated at around 11 %, while a
further 42 % are estimated to have mild frailty or ‘pre-
frailty’ [8]. Prevalence rates rise with increasing age and
multi-morbidities [8]. Frailty has been associated with
increased risk of disability, admission to hospital or moves
to care homes, and death [5, 7, 9, 10]. Frailty is not inevit-
able. Ageing is not a linear process of progressive decline
[11], and it is possible to address some accumulating defi-
cits at stages when they are still tractable.
Home-based health promotion shows potential to
reduce functional declines in frail and pre-frail popula-
tions [12, 13]. Such interventions often include attempts
to modify the health-related behaviour of older adults,
such as increasing dietary quality or levels of physical
activity [14]. Developing new behaviour change interven-
tions, or refining existing ones, can however be costly
and time-consuming, and so, evidence is needed to iden-
tify the intervention components most likely to change
behaviour and thereby improve health [15]. Recent
advances in behavioural science have generated methods
for furthering understanding of the ‘active ingredients’ of
behaviour change interventions. A taxonomy is available
of 93 discrete behaviour change techniques (the ‘BCT
Taxonomy v1’ [16]), which may be used to change any
behaviour (e.g. providing information on health conse-
quences, providing social support, using prompts or re-
minders). A framework for understanding and changing
behaviour (the ‘Behaviour Change Wheel’ [17]) outlines
nine discrete functions that any intervention may serve
(e.g. persuasion, education, skills training). Intervention
functions (IFs) represent ‘broad categories of means by
which an intervention may change behaviour’ ([18]
p. 109), and BCTs the irreducible components that serve
to deliver such functions. The technique taxonomy and IF
list can be applied retrospectively to identify within pub-
lished intervention descriptions which methods have been
drawn on to change behaviour [19–21]. This is important
for several reasons. First, the techniques employed in
behaviour change interventions are typically poorly de-
scribed [22], and imposing the terminology of the BCT
Taxonomy offers a means to standardise description of
intervention methods, so aiding replication of effective
interventions. Second, the taxonomy also links BCTs to
theory, and so, documenting the techniques used in previ-
ous interventions can reveal implicit assumptions regard-
ing the causes of behaviour and how it might be changed
[23]. For example, an intervention centred on providing
information on the importance of physical activity in older
adulthood assumes that physical inactivity can be attrib-
uted to insufficient knowledge [24]. This can be especially
useful to understand interventions that have not explicitly
drawn on specific theories of behaviour or behaviour
change. Third, comparing the techniques and functions of
effective and ineffective interventions may reveal the
techniques that are most promising for changing a focal
behaviour [21, 25]. Previous reviews have focused on the
extent to which home-based health promotion interven-
tions are effective for older adults [22], but not what may
make them effective.
This review aims to describe the components that have
featured in previous home-based health behaviour change
studies for older people, and assess the extent to which
these components are associated with intervention effect-
iveness. This will inform the development of home-based
health promotion interventions for frail and pre-frail older
people.
Objectives
This review has the following objectives. In accordance
with Preferred Reporting Items for Systematic Reviews
and Meta-Analyses Protocols (PRISMA-P) guidance [26],
these are set out with reference to PICO (participants,
interventions, comparators, outcome) criteria:
1) Identify health behaviour change interventions for
frail older people (participants) delivered by health
professionals within the home environment,
compared against no treatment or usual-care
treatments (comparators), reporting effects on
behavioural or health-related outcomes
2) Describe intervention content: specifically, the BCTs
and intervention functions used and theoretical
bases for interventions
3) Explore relationships between intervention
components and intervention effectiveness, as
defined as positive between-group changes in favour
of the intervention condition on at least one
behavioural or health outcome
Methods/design
Design
This systematic review is based on PRISMA reporting
guidelines [27], supplemented by the application of struc-
tures for coding intervention techniques and functions
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(See Additional file 1 for PRISMA-P checklist). This re-
view is one of two concurrent reviews of evidence around
home-based health promotion for older people. The
current review assesses the BCTs and functions used
within home-based health promotion interventions that
have been evaluated among older people using rando-
mised controlled trial (RCT) designs. The partner review
will focus on effectiveness of interventions with older
people with mild frailty in particular, and will include
all types of study design. Both reviews are registered




Interventions will be entered into the review where they
have been trialled among community-dwelling adults
aged 65 years and over with frailty or at risk of frailty.
Interventions trialled only on older adults living in resi-
dential or nursing care home settings (long-term care
facilities) or hospital inpatients will be excluded. We will
deem populations to be frail or at risk of frailty where
they have been assessed as having frailty or pre-frailty
using a validated frailty measure, or, where frailty was
not directly measured, considered to be at risk of frailty,
identified by being at risk of hospitalisation, having func-
tional or mobility difficulties, or aged over 75 years with
multiple morbidities. Interventions trialled among those
aged 50 years or above will be eligible if the mean age of
the sample was 65 years or above. Where an interven-
tion has been trialled on participants with a single health
condition and includes an intervention specific to that
population and/or to addressing symptoms related to
that condition (e.g. cognition or behavioural symptoms
in people with dementia or rehabilitation interventions
after a stroke), the trial will be excluded.
Intervention
The review will focus on interventions that aim to mod-
ify health-related behaviours of older adults and have
been delivered in person within the participant’s home by
health professionals, but do not require specialist profes-
sional expertise for delivery. We define behaviours to be
‘health-related’ where they may reasonably be expected
to impact on mental or physical health, regardless of
whether undertaken (or not undertaken) for health rea-
sons [28]. Interventions that feature only non-behavioural
components—such as changes in prescribed medications
(a pharmacological intervention), signposting to other
services (organisational intervention), or that include
behaviour change components focusing solely on the
behaviour of health professionals or others responsible for
care provision for older adults—will be excluded. Inter-
ventions delivered exclusively or primarily outside of the
participant’s place of residence, such as in healthcare set-
tings or group activities in community venues, will also be
excluded. If an intervention is delivered in multiple
settings including the participant’s place of residence, it
will be included only where quantitative outcome data are
available relating exclusively to the home-based component.
Interventions not delivered face-to-face nor in-person (e.g.
telephone counselling), or that depend on the skills of a
specialist (e.g. exercise interventions that require delivery
by a physiotherapist or postural stability instructor or
nutritional interventions that require dietician expertise),
will be excluded. The latter exclusion criterion has been
set so that the findings are applicable to inform the devel-
opment of interventions suitable for delivery by health
professionals without these specialist skills (e.g. practice or
community nurses) or trained health advisors from a lay
or non-professional background.
Comparators
Only studies that employ a randomised controlled trial
design to compare at least one intervention against no
treatment, or a usual-care treatment, will be included.
Where multiple interventions are reported in a single
trial, only data pertaining to those interventions that
meet the remaining criteria will be included in the review.
We will record how papers describe their controls in case
of variability in usual-care across studies.
Outcomes
Only primary quantitative outcome data relating to health-
related behaviours, or health outcomes relevant to older
people with frailty, will be included. Behavioural outcomes
include initiation of health behaviour change (i.e. uptake
of positive health behaviour or reduction or cessation of
health-risk behaviour) or maintenance of existing positive
health behaviour. We define ‘positive health behaviour’ as
‘any activity that may help to prevent disease, detect
disease and disability at an early stage, promote and en-
hance health, or protect from risk of injury’ ([28], p. 18;
e.g. physical activity). Conversely, ‘health-risk behaviour’
refers to any activity with the potential to cause disease or
hinder its prevention, cause or hinder the detection of
disease and disability at an early stage, diminish health, or
cause injury or hinder protection from risk of injury (e.g.
smoking). ‘Health behaviour’ is used as an umbrella term
that encompasses both positive health behaviour and
health-risk behaviour. Health outcomes deemed relevant
to older people with frailty include worsening frailty, well-
being, quality of life, disability, functioning (activities of
daily living), mobility, hospitalisation, admission to care
homes, negative affect (anxiety, depression, mood), and
cognitive functioning. Outcomes referring to satisfaction
with the intervention, or any other service, will not be
eligible.
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Study type
Papers will be entered into the review where they are
available in English in full-text, report primary quantita-
tive data from randomised controlled trial designs, and
are either published within peer-reviewed sources between
1980 and 2014, or, for registered trials only, unpublished
but completed and with results obtainable from the
authors. Where results from the same trial are reported
across multiple sources, information from these sources
will be pooled and treated as a single trial for the purpose
of analysis.
Information sources and search strategy
Information sources
Eligible studies will be identified via two sources. First,
searches will be conducted using the following health and
medical electronic databases: MEDLINE; MEDLINE in
Process & Other Non-Indexed Citations; EMBASE; SCO-
PUS; Science Citation index Expanded (SCIE); Cochrane
Database of Systematic Reviews (CDSR); Cochrane
Central Register of Controlled Trials (CCRCT); Cochrane
Effective Practice and Organisation of Care Group (EPOC);
PsycINFO; Health Technology Assessment (HTA) data-
base; National Health Service Economic Evaluation Data-
base (NHS EED); Health Economics Evaluations Database
(HEED); Cumulative Index to Nursing and Allied Health
Literature (CINAHL); Evidence for Policy and Practice
Information Centre Register of Health Promotion and
Public Health Research (BiblioMap); and Health De-
velopment Agency Register (Health Promis). As-yet-
unpublished studies will be identified through searches in
the HTA database, the UK Clinical Research Network
Portfolio Database, and ClinicalTrials.gov.
Second, backwards, forwards, and lateral citation-
tracking searches will be undertaken of relevant papers.
Papers will be eligible for citation tracking where they are
either (a) systematic reviews that are retained following
screening of abstracts against eligibility criteria or (b)
intervention trial evaluations deemed eligible for inclusion
in the review following full-text screening. Citation track-
ing will be undertaken by manually searching reference
lists (backwards citation tracking), conducting cited-
reference searches on Web of Science, Google Scholar
and Scopus (forwards citation tracking), and using the
‘related articles’ function on PubMed and Web of Science
(lateral citation tracking).
Database search strategy
The search strategy will use key words derived from
our population, intervention, comparator, and outcome
and study type inclusion criteria, as detailed above (see
Additional file 2 for example search strategy). The search
terms have been developed iteratively over several team
meetings with the wider research team and trialled on
online databases to ensure that they retrieve as many rele-
vant results as possible. Preliminary searching will begin
with a strategy based on keyword/index (Medical Subject
Headings (MeSH)) terms. The initial database searches
and title screening will be conducted by a researcher (AJ,
a health psychologist).
Eligibility screening
Following de-duplication of the study database, all records
will be independently screened for eligibility by two re-
searchers, a health psychologist (AJ) and a general practi-
tioner (CB). Eligibility screening will occur in two stages:
first, abstracts will be screened to remove records that are
clearly ineligible, and second, full-text copies of remaining
records will be obtained and screened. Any uncertainty or
disagreements between researchers will be recorded and
resolved through discussions with senior members of the
research team, who have experience in older adulthood
and frailty (KK, KW), clinical general practice (KW, SI),
and health psychology and behaviour change (BG).
Data extraction
References will be managed using EndNote databases,
with different databases used to represent the data corpus
at each of the searching and screening stages. Behaviour
change intervention descriptions tend to be poorly speci-
fied [29]. To maximise the likelihood of accurately and
comprehensively coding intervention content for review
purposes, corresponding authors of all papers included in
the final dataset will be emailed and asked to provide all
available additional information relating to the interven-
tion (e.g. study protocol, intervention manual, related
published journal papers).
A standardised data extraction form will be developed,
and Microsoft Excel files will be used for entering and
storing extracted data. All sources will be coded for study
characteristics (methodological characteristics, sample char-
acteristics, study quality, outcome data) and intervention
characteristics (behaviour[s] targeted, BCTs, intervention
functions, explicit theory-basis, delivery, fidelity). Data
extraction will be undertaken by AJ and a second, in-
dependent coder. A senior research team member with
experience of systematic reviewing, and applying behav-
iour change coding technologies to evidence synthesis
(BG), will independently extract data from at least 20 % of
studies. The primary data extractor (AJ) has been fully
trained in applying the BCT Taxonomy v1 to code inter-
vention reports via a free online training programme
provided by the authors of the BCT Taxonomy (http://
www.bct-taxonomy.com/). Inter-rater reliability will be
assessed via percentage agreement and kappa (κ) statistics,
calculated using a Microsoft Excel macro. Reliability
statistics will be generated for all study and sample charac-
teristics combined, and each intervention characteristic
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(e.g. behaviour[s] targeted, BCTs, intervention functions)
in turn. Disagreements will be addressed via discussions
between coders, with deference to a third coder (KW)
where these are not resolved. If, after an initial second-
coding exercise, at least one kappa value is less than ‘sub-
stantial’ (i.e. ĸ < 0.60 [30]), the second-coder will code an
additional batch of 5–10 % of sources and calculate new
reliability statistics. This process, aimed at identifying and
eliminating systematic coding errors, will continue until
all kappa values are substantial (ĸ ≥ 0.60).
Study characteristics
For descriptive purposes, each study will be coded for
the following methodological characteristics: country in
which study undertaken, setting (e.g. exclusively within
the home or home and other setting), study design,
length of all follow-ups, number of arms and interven-
tions, and risk of bias (at study-level). Risk of bias will
be assessed using the Cochrane Collaboration tool for
RCTs [31], which includes items relevant to the research
topic and design. Trials will be classified into low, high,
or unclear risk of bias. All records (100 %) will be second-
coded for bias risk by CB, with any disagreements resolved
through deferral to a third coder (BG). All eligible studies
will be entered into the evidence synthesis, regardless of
possible bias.
Sample characteristics
The following characteristics will be extracted for eligible
intervention and control treatment arms: participant eligi-
bility criteria, baseline and follow-up sample size, demo-
graphics (age range, gender, ethnicity), and prevalence of
health conditions in the sample.
Intervention characteristics
Where possible, the following information will be ex-
tracted from each eligible intervention described within
each source. We define an ‘intervention’ as any treatment,
other than usual care, which is designed to change partici-
pants’ behaviour or their mental or physical health. Where
an intervention includes behavioural components aimed
at both older people and others (e.g. health professionals,
case managers), the following information will be ex-
tracted only for those components aimed at older people.
Behaviours targeted Health promotion interventions
can differ in the precise behaviours they recommend as
a means to improving health (e.g. dietary intake, physical
activity, medication adherence), and so the behaviour or
behaviours targeted in the intervention will be recorded.
Behaviours will be coded only where explicitly mentioned
in the intervention description.
Behaviour change techniques BCTs will be coded using
the standardised coding manual of the BCT Taxonomy
v1, a reliable 93-item coding frame [16]. Each of the 93
BCTs will be coded as either present or absent. BCTs will
be coded only where there is unambiguous evidence of
their presence in the protocol. Where the intervention
content delivered differs across intervention recipients,
BCTs will be coded where they clearly have been delivered
to at least one recipient. Frequency of BCT delivery will
not be coded.
Intervention functions Interventions will be coded ac-
cording to whether they are designed to perform one or
more of nine possible intervention functions: education,
persuasion, incentivisation, coercion, training, restriction,
environmental restructuring, modelling, and enablement
[17]. Functions will be coded using descriptions and
examples taken from the function list provided by Michie
et al. ([17], p. 7).
Theory-basis A 19-item checklist is available which sets
out the ways in which behaviour change theories can be
drawn on when designing and evaluating interventions
(e.g. to identify the determinants of the target behaviour,
to select recipients, to select or tailor change techniques
[32]). Yet, generally, intervention descriptions rarely draw
on theory, and those that do typically specify only that one
or more theories have been used, rather than how they
have been used [32, 33]. In anticipation of a low level of
theory use, interventions will initially be coded using an
adaptation of one of Michie and Prestwich’s [32] items,
namely whether a specific and named theory of behaviour
or behaviour change has been explicitly mentioned in the
abstract, introduction, or method. If named theories are
found to be present in at least 25 % of papers, Michie and
Prestwich’s coding frame will be applied comprehensively.
Delivery and fidelity Who delivers the intervention, and
whether records are kept of how faithful the intervention
as delivered was to the delivery protocol, will be coded for
descriptive purposes.
Outcome data
We will extract quantitative outcome data pertaining to
all available behavioural (e.g. exercise levels, smoking),
health and well-being indices (e.g. quality of life, activities
of daily living), as measured at baseline and first reported
follow-up point following the end of the intervention
period.
Group means, effect sizes, confidence intervals, and p
value data will be extracted. Exact p values will be coded
where possible; otherwise, p value cut-offs (e.g. p > .05)
will be extracted. Where baseline and follow-up data are
unavailable and effects are reported (e.g. mean differences
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are provided in the absence of group means), only effect
size, confidence interval, and p values will be extracted.
Analysis
Two analyses will be run. The first will describe the data-
set to identify the contents of previous interventions. The
second will compare the content of those interventions
for which sufficient outcome data are available to permit
categorisation of the intervention as showing ‘evidence of
effectiveness’ or ‘no evidence of effectiveness’.
Description of study dataset
All study, sample, and intervention characteristics, and a
summary of study findings, will be presented for descrip-
tive purposes. The implicit theoretical underpinnings of
interventions will be inferred from the BCTs and inter-
vention functions observed across the dataset.
Comparison of ‘effective’ vs ‘ineffective’ interventions
Clustering of outcomes Relevant behavioural, health
and functioning outcomes from across the dataset will
first be inductively organised into thematic clusters. Out-
come clusters will be mutually exclusive, so that no out-
come may be classified into more than one cluster. Given
the inductive nature of the thematic analysis, the final
clusters cannot be anticipated, but we expect groupings
such as positive health behaviour, health-risk behaviour,
physical functioning, mental health, and so on.
Identifying effective interventions For the purpose of
analysis, an intervention will be deemed to ‘show evidence
of effectiveness’ in bringing about change within an out-
come cluster where it is associated with a statistically sig-
nificant (p < .05) health-positive between-group change, at
the first reported follow-up, in at least one outcome
within that cluster. We define a ‘health-positive’ change as
any observed change towards more engagement in posi-
tive health behaviours, less engagement in health-risk
behaviours, or better health or functioning, experienced
by an intervention group relative to control. Health-
positive changes include maintenance of positive health
behaviour, or maintenance of health or functioning, where
a decline in any of these outcomes is experienced in the
control, or a lesser decline in the intervention group than
the control.
Interventions that report multiple outcomes relative to
the same cluster will be deemed to ‘show evidence of
effectiveness’ where there is health-positive change in at
least one outcome within the cluster. Any intervention in
which there is no health-positive change in relation to any
outcomes within that cluster will be deemed to ‘show no
evidence of effectiveness’ in relation to that cluster. Inter-
ventions for which no outcome data relating to a cluster
are available will be excluded from analyses related to that
cluster.
Where studies report multiple outcomes, each of which
is categorised into a different outcome cluster, it is pos-
sible that the intervention may be deemed to show evi-
dence of effectiveness in relation to one cluster and ‘show
no evidence of effectiveness’ in relation to another. The
definition of an intervention that shows evidence of effect-
iveness is purposefully broad, because the review aims
to highlight interventions that show potential, however
small, to improve behaviour, health, or well-being.
Associations between intervention characteristics and
‘evidence of effectiveness’ For each outcome cluster,
the characteristics of interventions that show evidence
versus those showing no evidence of effectiveness will be
compared. For each coded intervention characteristic
(i.e. behaviour targeted, BCT, IF), we will report the total
number of interventions in which it has been used. We
will also calculate a coefficient representing the number
of interventions featuring the characteristic that show
evidence of effectiveness, as a percentage of all interven-
tions featuring that characteristic. We will deem inter-
vention characteristics to ‘show evidence of promise’
where they have featured in at least four interventions in
total, and have been used in more interventions that
show evidence of effectiveness than those showing no
evidence of effectiveness (i.e. coefficient >50 %). Inter-
vention characteristics that yield a coefficient equal to or
below 50 %—that is, that have featured in more inter-
ventions showing no evidence of effectiveness than those
showing evidence of effectiveness, or an equal number
of each—will be deemed to ‘show no evidence of promise’.
We deem any characteristic that has featured in three or
fewer interventions as having been used insufficiently to
permit reliable classification of its promise.
Discussion
This systematic review will describe the characteristics
of behavioural home-based health promotion interven-
tions for frail older people and those at risk of frailty,
and identify the intervention components that show
promise in yielding positive behaviour or health changes
for this group. The coding process will allow for the sys-
tematic identification of common and replicable elements
of promising interventions: what works, for whom, and
why? While our analyses will point to intervention charac-
teristics that show promise, these findings will be indica-
tive, rather than conclusive. Syntheses of intervention
components are constrained by the clarity of intervention
descriptions, such that poorly reported components may
not be identified, and those that are consistently well-
reported may be over-represented in analyses [29]. While
we will attempt to overcome this by contacting authors
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directly, response rates to such information requests are
often low [25, 29]. Additionally, our analysis of BCTs and
intervention functions focuses on their presence versus
absence, not the frequency or intensity with which they
have been used, nor how they have been delivered, by
whom, and in what settings, because this information
cannot be reliably observed from intervention reports
[34]. Nonetheless, our findings will be useful in summaris-
ing, using standardised terminology, the behaviour change
strategies that have been adopted in previous studies,
and pointing future intervention designers to those
strategies that have most frequently featured in prom-
ising interventions.
Reporting and dissemination of findings
The review will be reported in accordance with PRISMA
guidelines [27], and will be reported in a peer-reviewed
journal and at relevant national and international
conferences.
Additional files
Additional file 1: Preferred Reporting Items for Systematic
review and Meta-Analysis Protocols (PRISMA-P) 2015 checklist:
recommended items to address in a systematic review protocol.
(DOCX 30 kb)
Additional file 2: Sample search strategy, for Ovid Medline. Table of
search terms to enable our search to be replicated. (DOCX 12 kb)
Abbreviations
BCT: behaviour change technique; HTA: Health Technology Assessment;
IF: intervention function; MeSH: Medical Subject Headings; NHS: National
Health Service; NIHR: National Institute for Health Research; PRISMA: Preferred
Reporting Items for Systematic Reviews and Meta-Analyses; RCT: randomised
controlled trial.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
KW, BG, KK, SI, JM, CG, and VD conceived the systematic review. KW, AJ, BG,
KK, CB, SI, JM, CG, and VD contributed to the design of the review. AJ and
BG wrote the manuscript, which was iteratively refined following feedback
from all other authors. All authors have read and approved this manuscript.
Acknowledgements
This work is funded by the National Institute for Health Research (NIHR)
Health Technology Assessment (HTA), grant reference number 12/192/10,
and will be published in full in Health Technology Assessment. The views and
opinions expressed therein are those of the authors and do not necessarily
reflect those of the Health Technology Assessment programme, NIHR, NHS,
or the Department of Health.
Author details
1Department of Primary Care and Population Health, University College
London, Royal Free Hospital, Rowland Hill Street, London NW3 2PF, UK.
2Department of Psychology, Institute of Psychiatry, Psychology and
Neuroscience (IoPPN), King’s College London, London, UK. 3UCL Centre for
Behaviour Change, University College London, London, UK. 4Social Care
Workforce Research Unit, King’s College London, London, UK. 5Centre for
Research in Primary and Community Care, University of Hertfordshire,
Hertfordshire, UK. 6Centre for Health and Social Care Research, St George’s,
University of London, London, UK.
Received: 27 August 2015 Accepted: 19 October 2015
References
1. Office for National Statistics, 2012 Office for National Statistics, 2012 http://
www.ons.gov.uk/ons/rel/npp/national-population-projections/2012-based-
projections/rep-summary-results.html. Last checked 25/10/15.
2. Rantakokko M, Tormakangas T, Rantanen T, Iwarsson S. Environmental
barriers, person-environment fit and mortality among community-dwelling
very old people. BMC Pub Health. 2013;13:783.
3. Vikman I, Nordlund A, Naslund A, Nyberg L. Incidence and seasonality of
falls amongst old people receiving home help services in a municipality in
northern Sweden. Int J Circumpolar Health. 2011;70(2):195–204.
4. Dong HJ, Wressle E, Marcusson J. Multimorbidity patterns of and use of
health services by Swedish 85-year-olds: an exploratory study. BMC Geriatr.
2013;13:120.
5. Clegg A, Young J, Iliffe S, Rikkert MO, Rockwood K. Frailty in elderly people.
Lancet. 2013;381(9868):752–62.
6. Clinical Frailty Scale, version 1.2. Geriatric Medicine Research, Dalhousie
University, Halifax, Canada; 2007–2009.
7. Fried LP, Tangen CM, Walston J, Newman AB, Hirsch C, Gottdiener J, et al.
Frailty in older adults: evidence for a phenotype. J Gerontol A Biol Sci Med
Sci. 2001;56A(3):M146–56.
8. Collard RM, Boter H, Schoevers RA, Oude Voshaar RC. Prevalence of frailty in
community-dwelling older persons: a systematic review. J Am Geriatr Soc.
2012;60:1487–92.
9. Rockwood K, Howlett SE, MacKnight C, Beattie BL, Bergman H, Hébert R,
et al. Prevalence, attributes, and outcomes of fitness and frailty in
community-dwelling older adults: report from the Canadian study of health
and aging. J Gerontol A Biol Sci Med Sci. 2004;59(12):1310–7.
10. Gill TM, Gahbauer EA, Allore HG, Han L. Transitions between frailty states
among community-living older persons. Arch Intern Med. 2006;166(4):418–23.
11. Ward RA. Change in perceived age in middle & later life. Int J Ageing &
Human Development. 2013;76(3):251–67.
12. Marek K, Stetzer F, Ryan P, Bub L, Adams S, Schlidt A, et al. Nurse care
coordination and technology effects on health status of frail older adults via
enhanced self-management of medication. Nurs Res. 2013;62(4):269–78.
13. Markle-Reid M, Weir R, Browne G, Roberts J, Gafni A, Henderson S. Health
promotion for frail older home care clients. J Adv Nurs. 2006;54(3):381–95.
14. Behm L, Wilhelmson K, Falk K, Eklund K, Ziden L, Dahlin-Ivanoff S. Positive
health outcomes following health-promoting and disease-preventive
interventions for independent very old person: long-term results of the
three-armed RCT elderly persons in the risk zone. Arch Gerontol Geriatr.
2014;58(3):376–83.
15. Michie S, Abraham C. Interventions to change health behaviours: evidence-
based or evidence-inspired? Psychol Health. 2004;19(1):29–49.
16. Michie S, Richardson M, Johnston M, Abraham C, Francis J, Hardeman W,
et al. The Behavior Change Technique Taxonomy (v1) of 93 hierarchically
clustered techniques: building an international consensus for the reporting
of behavior change interventions. Ann Behav Med. 2013;46(1):81–95.
17. Michie S, van Stralen M, West R. The behaviour change wheel: a new
method for characterising and designing behaviour change interventions.
Implement Sci. 2011;6:42.
18. Michie S, Atkins L, West R. The behaviour change wheel: a guide to
designing interventions. London: Silverback Publishing; 2014.
19. Lara J, Evans E, O’Brien N, Moynihan P, Meyer T, Adamson A, et al.
Association of behaviour change techniques with effectiveness of dietary
interventions among adults of retirement age: a systematic review and
meta-analysis of randomised controlled trials. BMC Med. 2014;12:60.
20. Govender R, Smith CH, Taylor SA, Grey D, Wardle J, Gardner B. Identification
of behaviour change components in swallowing interventions for head and
neck cancer patients: protocol for a systematic review. Syst Rev. 2015;4:89.
21. Gardner B, Smith L, Lorencatto F, Hamer M, Biddle SJH. How to reduce
sitting time? A review of behaviour change strategies used in sedentary
behaviour reduction interventions among adults. Health Psych Rev. 2015.
doi:10.1080/17437199.2015.1082146.
22. Tappenden P, Campbell F, Rawdin A, Wong R, Kalita N. The clinical
effectiveness and cost-effectiveness of home-based, nurse-led health
promotion for older people: a systematic review. Health Technol Assess.
2012;16(20):1.
Jovicic et al. Systematic Reviews  (2015) 4:151 Page 7 of 8
23. Gardner B, Whittington C, McAteer J, Eccles M, Michie S. Using theory to
synthesise evidence from behaviour change interventions: the example of
audit and feedback. Soc Sci Med. 2010;70:1618–25.
24. Abraham C, Michie S. A taxonomy of behaviour change techniques used in
interventions. Health Psychol. 2008;27(3):379–87.
25. Michie S, Abraham C, Whittington C, McAteer J, Gupta S. Effective
techniques in healthy eating and physical activity interventions:
a meta-regression. Health Psychol. 2009;28(6):690–701.
26. Moher D, Shamseer L, Clarke M, Ghersi D, Liberati A, Petticrew M, et al.
Preferred reporting of items for systematic review and meta-analysis
protocols (PRISMA-P) 2015 statement. Syst Rev. 2015;4(1):1–9.
27. Liberati A, Altman DG, Tetzlaff J, Mulrow C, Ioannidis JPA, Clarke M, et al.
The PRISMA statement for reporting systematic reviews and meta-analyses
of studies that evaluate health care interventions. Ann Intern Med.
2009;151:65–94.
28. Steptoe A, Gardner B, Wardle J. The role of behaviour in health. In: French
D, Vedhara K, Kaptein A, Weinman J, editors. Health Psychology. London:
BPS Blackwell; 2010. p. 13–32.
29. Lorencatto F, West R, Stavri Z, Michie S. How well is intervention content
reported? Assessing reporting standards for smoking cessation behavior
change interventions. Nicotine Tob Res. 2013;15(7):1273–82.
30. Landis JR, Koch GG. The measurement of observer agreement for
categorical data. Biometrics. 1977;33(1):159–74.
31. Higgins J, Green S. Cochrane Handbook for Systematic Reviews of
Interventions. Version 5.1.0. 2011. www.cochrane-handbook.org.
Accessed 25 Oct 2015.
32. Michie S, Prestwich A. Are interventions theory-based? Development of a
theory coding scheme. Health Psychol. 2010;29(1):1–8.
33. Gardner B, Wardle J, Poston L, Croker H. Changing diet and physical
activity to reduce gestational weight gain: a meta-analysis. Obes Rev.
2011;12(7):e602–20.
34. Lorencatto F, West R, Christopherson C, Michie S. Assessing fidelity of
delivery of smoking cessation behavioural support interventions in practice.
Implement Sci. 2013;8:40.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Jovicic et al. Systematic Reviews  (2015) 4:151 Page 8 of 8
